Innovating access to the nurse-led hepatitis C clinic using co-production by Wolstenholme, D. et al.
This is a repository copy of Innovating access to the nurse-led hepatitis C clinic using 
co-production.
White Rose Research Online URL for this paper:
http://eprints.whiterose.ac.uk/160632/
Version: Accepted Version
Article:
Wolstenholme, D., Poll, R. and Tod, A. orcid.org/0000-0001-6336-3747 (2020) Innovating 
access to the nurse-led hepatitis C clinic using co-production. Journal of Research in 
Nursing, 25 (3). pp. 211-224. ISSN 1744-9871 
https://doi.org/10.1177/1744987120914353
Wolstenholme, D., Poll, R., & Tod, A. (2020). Innovating access to the nurse-led hepatitis C
clinic using co-production. Journal of Research in Nursing, 25(3), 211–224. © 2020 The 
Authors. https://doi.org/10.1177/1744987120914353.
eprints@whiterose.ac.uk
https://eprints.whiterose.ac.uk/
Reuse 
Items deposited in White Rose Research Online are protected by copyright, with all rights reserved unless 
indicated otherwise. They may be downloaded and/or printed for private study, or other acts as permitted by 
national copyright laws. The publisher or other rights holders may allow further reproduction and re-use of 
the full text version. This is indicated by the licence information on the White Rose Research Online record 
for the item. 
Takedown 
If you consider content in White Rose Research Online to be in breach of UK law, please notify us by 
emailing eprints@whiterose.ac.uk including the URL of the record and the reason for the withdrawal request. 
1 
 
Title: Innovating access to the nurse-led Hepatitis C clinic using co-production.  
  
Authors: 
 
Daniel Wolstenholme  
Dan is the programme manager of the NIHR CLAHRC YH and manages the 
Translating Knowledge into Action Theme.  He is an adult nurse who has worked in 
health services research for the last 12 years as part of the NIHR CLAHRC 
Yorkshire and Humber.  Dan's research interest is in knowledge mobilisation, 
specifically creative coproduction.  Or how using creative methods we can get 
people to work together to deliver meaningful, successful change.  
 
Ray Poll 
Ray has been Nurse Consultant for Viral Hepatitis at Sheffield Teaching Hospitals 
NHS Foundation Trust since 2002. He is responsible for the strategic development 
and management of nurse led clinics in hospital and a drug treatment service (for 
clients infected with hepatitis C). The latter was the setting for his doctoral study 
completed in 2014, investigating the reasons for client missed appointments. His 
research interests include exploring ways to make services more accessible to 
patients. He is nurse member for the National Strategy Group for Viral Hepatitis. Ray 
has published in a variety of nursing and medical journals, and a chapter for a 
research based public health book.  
 
Angela Tod 
Angela is Professor of Older People and Care in the School of Nursing and 
Midwifery at the University of Sheffield. Her nursing background is in cardiology and 
cardiac rehabilitation. Angela has many years of experience conducting and applying 
research into healthcare, as well as posts focusing on research capacity building in 
nurses, midwives and allied health professionals.  
Her research has mainly focused on care for adults and older people. The particular 
research focus is in patient experience studies, especially in areas of public health, 
KHDOWKLQHTXDOLWLHVDQGKHDOWKFDUHDFFHVV$QJHOD¶VPHWKRGRORJLFDOO\H[SHUWLVHOLHV
in qualitative research, in stand-alone and mixed method studies. 
 
2 
 
Title: Innovating access to the nurse-led Hepatitis C clinic using co-production.  
 
Abstract 
Background: 
Many reasons for missed appointments are given by People Who Inject Drugs  
(PWIDs) and it is suggested that no one solution will solve this complex issue (Poll et 
al, 2017). Increasingly nurses and other health professionals are expected to actively 
involve patients and service users in developing innovative, effective and accessible 
services. This project used coproduction as the approach to address this challenge.  
Aims: 
This paper describes how a co-production method was used to develop accessible 
nurse-led Hepatitis C Virus (HCV) services for PWIDs.  
Methods: 
Using research evidence from a study conducted by the lead author as a starting 
point, a series of co-production workshops were run using creative co-design 
methods to identify the barriers to engagement with clinics. Potential solutions were 
then co-produced.  
Results: 
The solutions included myth-busting posters, peer-support, a mobile clinic van, and 
the offer of incentives and enabler (travel costs or a reward for attendance).  
Conclusions: 
The project illustrates how, with the right methods, it is possible to successfully 
engage with hard to access groups to co-produce innovative solutions to an 
important clinical challenge. [179 words] 
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Introduction 
In the recent document µLeading Change, Adding Value: A framework for nursing, 
midwifery and care staff¶ (NHS England, 2016), commitment 5 states that nurses 
VKRXOGEHDWWKHIRUHIURQWRIµ)DFLOLWDWLQJWKHLQYROYHPHQWRI individuals and their 
carers¶ in co-designing and providing care services¶ (p.32). This sits alongside the 
Nursing and Midwifery Council (NMC) code (section 2.1). This requires nurses and 
midwives to µZRUNLQSDUWQHUVKLSZLWKSHRSOHWRPDNHVXUH\RXGHOLYer care 
HIIHFWLYHO\¶S(Nursing and Midwifery Council, 2015). These obligations are clearly 
worthwhile, but the documents do not elaborate on how to achieve them or how to 
overcome the considerable challenges in doing so. This paper presents a casestudy 
to show a successful approach in achieving partnership working with a group that is 
traditionally seen as hard to access. 
 
Background 
Hepatitis C 
The starting point for this project was research evidence from a doctoral study being 
translated into interventions to improve attendance at nurse-led Hepatitis C virus 
(HCV) outreach clinics sited in drug treatment services. Nurses play a critical role in 
the management of hepatitis C including: screening people at risk of infection; giving 
a diagnosis; undertaking an initial patient assessment including arranging blood tests 
and scans; and supporting patients on treatment. This work is undertaken in a 
variety of settings including drug misuse services and prisons.  
 
HCV is a bloodborne virus which infect liver cells. Thus, if patients with HCV do not 
engage with clinics and receive curative treatment they are at risk of developing 
advanced liver disease (cirrhosis), hepatocellular carcinoma (HCC) and death 
(Pawlotsky et al., 2018). In England approximately 160,000 people are chronically 
infected with HCV, with approximately half of this figure remaining undiagnosed 
(Costella, 2018). Those at greatest risk of infection are People Who Inject Drugs 
(PWIDs) who have shared drug injecting paraphernalia such as needles, syringes, 
spoons and filters (contaminated with HCV) with others. Some people may have only 
injected drugs such as Heroin, Amphetamines, and Crack Cocaine, on a couple of 
occasions whilst experimenting in their early years. Other people may have injected 
these drugs for many years and maybe known to drug services. The latter group of 
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PWIDs are largely: male; aged between 30 and 60 years old; in receipt of state 
benefits; experience other co-morbidity including depression, lung disease and poor 
venous circulation; have been in contact with the criminal justice system and 
experienced periods of homelessness (Harris et al., 2012). Despite curative 
treatment (which is now more effective, of shorter duration and better tolerated with 
few side-effects), many PWIDs do not engage with services to be given treatment.  
 
The project described here was preceded by a qualitative research study conducted 
by the author (RP), who is a Nurse Consultant in Viral Hepatitis, and lead for HCV 
outreach clinics for PWIDs. His study identified barriers and facilitators to attending 
such outreach clinics for PWIDs infected with HCV (Poll et al., 2017). Numerous 
reasons were uncovered that explained why patients did not attend (DNA). These 
included the financial cost and practical difficulties of getting to the clinic; a drug 
using lifestyle and having other priorities to meet above addressing their HCV 
infection; and myths about the health effects of HCV infection and treatment. Thus, 
the findings of the study revealed that the issue of DNA was complex and no single 
intervention is likely to work for everyone.  
 
Coproduction 
Coproduction is a slippery concept and if it is not clearly defined there is a danger 
that its meaning is diluted and its potential to transform services is reduced. At the 
same time, a definition that is too narrow can stifle creativity and decrease 
LQQRYDWLRQ´3DJH(Social Care institute for Excellence, 2013).  
Coproduction is a broadly used term and has various definitions and applications. In 
the context of this project we define co-production as a meaningful engagement of all 
stakeholders in the design of new services or knowledge (Social Care institute for 
Excellence, 2013)  
We will address three contexts in turn:  
1. Coproduction in research and implementation.   
There are research methods that are described as participatory, such as action 
research, which can be described as coproductive.  They are in contrast to the 
PRUHWUDQVDFWLRQDODSSURDFKHVWRLQYROYLQJSHRSOHDVµVXEMHFWV¶RUUHVHDUFK
They have in common the recognition that those participants have their own 
knowledge to contribute.  There is also a narrative of Patient and Public 
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,QYROYHPHQW33,LQUHVHDUFK7KH8.1DWLRQDO,QVWLWXWHRI+HDOWK5HVHDUFK¶V
INVOLVE (INVOLVE, 2019) definition of PPI describes: 
x working with research funders to prioritise research; 
x offering advice as members of a project steering group;  
x commenting on and developing research materials; 
x undertaking interviews with research participants.  
We deliberately do not describe this project activity as PPI as none of the above 
describe coproductive relationships.  
Coproduction has developed as a method of knowledge mobilisation in response 
to the growing evidence on the shortcomings of traditional approaches to getting 
research evidence into practice. Such traditional methods are referred to in the 
OLWHUDWXUHDVµPRGH¶NQRZOHGJHPRELOLVDWLRQ7KLVGHVFULEHVWKHVLWXDWLRQZKHUH
NQRZOHGJHLVFUHDWHGLQµDFDGHPLFLQVWLWXWLRQV¶DQGWKHQSDFNDJHGXSDQG
translated to non-academic stakeholders, where the professor, in his or her ivory 
tower, writing papers hopes that they are of use to their intended audience.  
Instead, co-SURGXFWLRQHPEUDFHV¶PRGH¶NQRZOHGJHPRELOLVDWLRQ7KLVLVZKHUH
knowledge is generated in the context of its use (Gibbons, 1994)  Ensuring that 
the research is relevant to the end users and informed by them. 
2. Health Service Design 
The need for and practice of coproduction in health services has been discussed 
for several years now in relation to service improvement. (Cottam and 
Leadbeater, 2004).This was seen as the chance to draw on the theory and 
practice of professionals not usually associated with healthcare.  The early work 
in this area was undertaken by Bate and Robert (2006) and became Experience 
Based Co-design.  This approach used theory and practice from Design as a 
means to scaffold the contribution of both staff and patients in the creation of new 
services. In this project we choose to focus on the generation of new services as 
a pragmatic process, and that that is achieved through the sharing of knowledge 
from those who both receive and deliver services. The rationale is that service 
XVHUVNQRZQRWRQO\ZKDWGRHVZRUNEXWDOVRZKDWGRHVQ¶WZRUNLQFRQWH[W
$GGLWLRQDOO\QRLQGLYLGXDOFDQµVHH¶WKHZKROHVHUYLFHRUFDQDSSUHFLDWHZKDWLWLV
like to both deliver and receive said service, so again multiple viewpoints are 
needed, including those making the journey though services 
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3. Person centred care 
Co-production aligns closely with the person-centred care agenda (Batalden et 
al., 2016) and was seen as a good fit for the self-management agenda around 
recovery.  Coproduction in health care delivery can take the form of shared 
decision making through to the implementation of person centred healthcare as 
described by McCormack and McCance(2006):HGLGQ¶WVSHFLILFDOO\FRQVLGHU
person centredness in this project, however we recognise that through the 
coproduction of services often a more person centred service is the natural 
outcome (Wolstenholme et al., 2016). 
 
Successful co-production has been described as challenging (Greenhalgh et al., 
2016) and there remains a lack of guidance about how to do it well.  In this case the 
Nurse Consultant leading this project recognised the potential of coproduction and 
sought expertise by working in partnership with the United Kingdom (UK) National 
Institute for Health Research (NIHR) Collaborations for Leadership in Applied Health 
Research and Care (CLAHRC) Translating Knowledge into Action (TK2A) theme.  
The TK2A theme has expertise in the use of coproduction in knowledge mobilisation 
over the past 10 years (Cooke et al., 2016b). They have a particular focus on 
techniques drawn from design and the creative arts, as these methods encourage 
and support the successful engagement of stakeholders in coproduction (Langley et 
al., 2018).   
 
The methods of co-production that were used in this project actively involved 
stakeholders, patients and service users. Co-production was used to ensure that all 
stakeholders: 
a) Played a critical part in identifying barriers and solutions to engagement with 
the clinic;  
b) Perceived the project to be a priority with a clear shared goal(s);  
c) Developed a keen interest in learning via collaboration; and 
d) Found the experience of working together to implement research evidence to 
be positive.   
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The primary aim of the project was to devise interventions to improve access with 
the nurse-led hepatitis C clinic this sits with the health service design concept of 
coproduction. 
 
Methods 
Study setting 
This project was undertaken by an HCV service based in a large teaching hospital in 
the North of England. The service is led by a medical consultant, with a 
multidisciplinary team comprising of Nurse Consultant (author RP), junior doctors, 
specialist nurses, psychologist, social worker and dietician. A weekly morning 
hospital clinic is run for new and follow-up HCV patients and the Nurse Consultant 
sees most of the former (4 of the 6 available appointment slots), whilst doctors see 
the remaining patients. All new patients are offered a telephone appointment 
reminder and a same day liver scan (where contact is made) on the day of the 
appointment. On other days throughout the week the specialist nurses run hospital 
clinics for patients on treatment. In addition, the Nurse Consultant runs a weekly 
HCV outreach clinic located in the drug misuse clinic near the city centre and offers 
4-6 appointments on alternate mornings and afternoons. In the outreach clinic, 
clients of the drug service are offered a discussion about their HCV infection and 
treatment. Following this discussion, and with the FOLHQW¶V consent, an appointment is 
arranged with the hospital clinic for a new patient assessment and treatment.  
 
Recruitment 
A concise and clearly written information sheet about the project was developed. The 
SURMHFWOHDG¶VFRQWDFWGHWDLOVZHUHDGGHGIRUIXUWKHULQIRUPDWLRQ7KLV information 
was circulated to approximately 12 3rd sector organisations. Representatives from 
each were invited to participate. Also, the project lead telephoned some participants 
from his earlier research study and invited them to participate. The Hep C Trust (a 
national charity) also took part. The service users were given a £20 high street 
voucher in recognition of the time they offered the project, and their travel expenses 
ZHUHUHLPEXUVHG7KHZRUNVKRSVZHUHDOLJQHGWRSKDVHVRIWKH³%HWWHU6HUYLFHVE\ 
'HVLJQ´DSSURDFK(User Centred Healthcare Design, 2015) which has 4 phases, 
discover define, develop, deliver. Methods were drawn from service design and user 
centred healthcare design practice. 
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Study cohort 
The study participants comprised of 12 service users who were current and former 
patients of the hospital HCV clinic and 10 stakeholders representing seven different 
agencies. The former all had a history of injecting drug use and some had 
successfully completed HCV treatment. The service users were both male and 
female, and all spoke English. After the first workshop 2 service users dropped out, 
one of these due to deteriorating mental health and for the other the reason was 
unknown. Not all the stakeholders were able to participate in every workshop due to 
work commitments. 
  
 
Workshops 
Two co-production workshops were held in a neutral venue which was easily 
accessible for participants using public transport where required. 
Workshop 1    
The first workshop started with a game of Taboo® as way of gently introducing 
participants to each other and to help their minds think creatively and to demonstrate 
the value a range of different perspectives can bring to a given topic. The workshop 
moved on to identifying the reasons for missed clinic appointments in two separate 
groups ± service users and stakeholders. The groups were only separated for this 
initial process, to allow trust and openness in the process to be established.  All 
subsequent activities were collaborative.  Each group was invited to share and 
record their experience and knowledge of non-DWWHQGDQFHE\GHYHORSLQJµSHUVRQDV¶
These are profiles of potential service users including age, occupation, where they 
lived, their interests and what their needs were, and brings together lots of 
information about similar people into one fictional character (Stickdorn and 
Schneider, 2012).  
 
Three outline personas (see example given in Box 1) were provided at the 
beginning, as a starting point to personalise their characters from, adding in their 
own details to bring the characters to life (see Figure 2). In addition to using coloured 
pens the participants used pictures from magazines and printed cards to complete 
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their personas to enable everyone to contribute regardless aVWRFRQFHUQVDERXWµQRW
being FUHDWLYH¶ or literate.             
 
Box 1 ± Example of persona outline   
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 2 ± Developing personas 
 
 
 
The latter part of the first workshop was used for participants to come back together 
and feedback their personas to the whole group. This provided an opportunity for 
others to clarify the details of each persona and to begin to identify key themes for 
missed appointments (see Box 2).  
Simon is 38 years old and was diagnosed with HCV infection approximately 10 years ago whilst in 
prison. He has not had treatment for his HCV.   
 
He lives with his partner and two young children. Simon is on job-seekers allowance (JSA). 
 
He is under the care of the drug treatment clinic and is on a methadone script. He smokes Crack 
RQµSD\GD\V¶DQGGULQNVWZRFDQVRIQRUPDOVWUHQJWKODJHUPRVWQLJKWVWRKHOSKLPVOHHS 
 
Simon has recently been in hospital with pneumonia. He has ulcers on one of his legs and has 
these dressed by a nurse from the drug service.   
 
He had an appointment with the hepatitis outreach clinic at the drug service but missed it.   
   
10 
 
 
These themes were developed by placing the persona in the centre of a large sheet 
of paper and asking the groups to consider what might be the barriers or facilitators 
for their persona to attend the HCV clinic. Again, there was a wide range of visual 
materials and inspiration to support and promote the groups to identify themes.   
 
The final list of themes was generated during the workshop with a review by the 
project team of all the materials produced to check nothing had been missed after 
the workshop. These key themes were similar to the previous research evidence 
(Poll et al., 2017) and reinforced the complexity of the problem of non-attendance 
with HCV clinics. Thus, it was likely that a number of interventions would be required 
to help solve the problem, and these interventions would need to be novel, if not 
innovative. This ideation work was the focus of the second workshop.  
 
 
 
 
 
 
Box 2 ± Key themes for missed appointments 
 
Themes for missed appointments 
x Support x Money 
x Money x Place 
x Information x Time 
x Addiction x Mental health 
x Transport x Physical health 
 
Workshop 2 
The second workshop began with a warm up activity, challenging small mixed 
JURXSVRISDUWLFLSDQWVWRFRPHXSZLWKµDVPDQ\XVHVIRU¶DW\SLFDl household object 
as possible. Fantastic responses were encouraged and constraints introduced to 
shift the focus of idea generation and encourage new ideas. This approach facilitated 
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joint creative thinking in a safe environment prior to that creative endeavour being 
GLUHFWHGDWWKHµUHDO¶TXHVWLRQ  
 
The next activity was to visually create an outline of the existing referral pathway into 
the hospital HCV clinic to all the participants. Participants were then split into their 
two groups again ± service users and stakeholders. In these groups the participants 
were invited to review their personas (from workshop 1) focussing on the difficulties 
or barriers these faced in attending the clinic and to consider solutions for them. 
Each group was facilitated by a designer, who used visual methods to capture and 
then explore possible solutions with the participants. Within this process participants 
ZHUHDVNHGWRXVHµEOXHVN\¶WKLQNLQJWRLPDJ ine a service without considering 
constraints. Different framing techniques were used to help facilitate this for 
exampleµKRZPLJKWDODUJHVXSHUPDUNHWFKDLQDFKLHYHWKLV¶µLPDJLQHWKDW\RXFDQ¶W
XVHDQ\ZULWWHQFRPPXQLFDWLRQWRGHOLYHUWKHVHUYLFH¶7KHIUDPLQJWHFKQLTXHV
helped participants, particularly professionals, who (understandably) struggled to see 
beyond the constraints of their current service provision. Framing has been cited as 
a good way to explore complex and wicked problems of which non-attendance is a 
good example (Bowen et al., 2010). 
 
All possible solutions were then shared with the whole group which enabled 
discussion and some clarification of the ideas/service proposals put forward. In 
addition to some novel and innovative service changes the participants 
recommended the value of clear and accurate information about HCV e.g. dispelling 
myths about care and treatment. The key suggested interventions to improve access 
to the clinic for PWIDs are summarised in Figure 3. 
Figure 3 ± Interventions to improve access 
 
Theme 
  
Interventions 
Incentives: Rewards 
  
Money or gift for 
attending: 
Tea, coffee, 
sandwich, cash 
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  Enablers 
  
Bus pass/ taxi to 
allow 
attendance, 
mobile phones 
to engage with 
service 
    Take the service 
to the users: 
The Hep C Bus, 
mobile clinic 
Information Peer support Buddy system, 
Paid volunteers 
  Visual 
communication 
Scare stories 
posters, 
Discussion 
prompt cards, 
Information 
packs 
Environment 
 
Environment 
redesign  
 
The workshop outcomes suggested that the offer of incentives in the form of 
money, gifts, refreshments, a bus pass, taxi or mobile phone might improve access 
with the clinic. Service changes in the form of a different approach to outreach were 
proposed. They also identified that there was a VHWRIµVFDUHVWRULHV¶information 
based on previous versions of treatment for HCV, that were potentiated within the 
drug using community, and that, professionals did not necessarily feel able to 
consistently provide a counter narrative. The possibility of peer support was also 
suggested. Finally there was a wide ranging discussion on the physical 
environment of one of the key locations of HCV outreach. It was outside the scope 
of the project to address this within the workshop, and this was communicated to 
participants to ensure transparency.  
 
Workshop 3  
In this shorter workshop the service users and stakeholders were invited to 
contribute to the development of the draft video scripts for both the mobile clinic van 
and the buddy service; and scare stories/myths posters.     
 
Finally, a celebration event was held where the final outputs were shared and 
service users were able to share them with wider stakeholders, local and regional 
commissioners, and representatives from public health.      
13 
 
 
Results 
The co-production workshops identified four interventions (excluding redesign of the 
µEnvironment¶) that are presented in this results section. Two interventions were 
incentives (Rewards and Enablers). The other two were information (Peer Support 
and Visual Communication). The project had to be responsive to the emergent ideas 
DQGVRDUDQJHRIPHWKRGVWRµHYDOXDWH¶DQGWHVWWKHVHLGHDVZHUHGHYHORSHGLQ
collaboration with the project team and workshop participants. These evaluation 
approaches are also described below. 
   
Incentives: Rewards and Enablers 
Many participants recognised that there were practical reasons that individuals might 
not be able to get to their appointments. Finance and motivation were two recurrent 
issues for all the personas developed. The responses to this was two-fold, firstly to 
reward attendance and secondly to arrange transport to enable the individual to 
attend their appointment. A 3 month project to determine the acceptability and 
feasibility of offering a reward and an enabler to newly referred patients with a history 
of drug use. The latter were allocated the following if they booked and attended an 
appointment: 
x Return taxi (enabler) for their appointments; or 
x A £10.00 voucher (reward) for each appointment attended; or 
x A return taxi and a £10.00 voucher (enabler and reward)  
 
For the duration of the project all eligible patients were sent a letter to book a new 
appointment with the HCV clinic outlining their allocation of a taxi, voucher or both, if 
they booked and attended an appointment. These were allocated in order of receipt 
of the referral and not randomly. The HCV clinic routinely runs a weekly telephone 
reminder service for all new patients booked into the clinic the following week. If the 
patient attended their appointment the voucher was given after their blood tests and 
a return taxi arranged where indicated. If a patient attended a further appointment 
with a health professional or for an investigation i.e. a scan, within the duration of the 
project, they were given the same reward or enabler. As well as numerical 
attendance data some limited qualitative feedback was collected from the patients 
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(not reported here). After three months the project was evaluated. The results 
suggested that it was both feasible to run an incentive scheme and acceptable to 
patients. Also, despite the small numbers the change in attendance rates were 
encouraging.  
Service changes 
The second initiative suggested by the workshop participants was aQµHQDEOHU¶7KLV
was in the form of a mobile clinic van staffed by the hospital specialist team which 
would provide screening, care and treatment for HCV. The van would be fully 
equipped and people would not have to attend the hospital for blood tests, scans or 
treatment. It would stop at various locations throughout the city so people could 
attend without facing problems due to travel or transport. Also, the van would allow 
clients motivated not to use drugs to avoid having to attend a hepatitis outreach clinic 
in a drug treatment service and meet people and behaviours linked to drug use. This 
proposed change to the way the service is delivered would be a huge undertaking 
and was considered to be a long-term concept. In the short-term it was agreed to 
produce a short animation and a commentary outlining the benefits of a mobile clinic 
for one of the personas developed in the workshops. The video can be accessed 
from the link https://youtu.be/DWCF6j2oygs  
 
Information: Peer Support and Visual Communication      
In keeping with the literature for HCV and other conditions e.g. substance misuse 
and HIV, WKHXVHRIEXGGLHVRUµSHHUVXSSRUW¶ZDVsuggested by the participants as 
strategy which may help improve engagement with the clinic (Kulik and Shah, 2016; 
Simoni et al., 2009). The buddies will have: first-hand experience of treatment for 
HCV and know what is involved; undertaken training for the role and gained a 
nationally recognised qualification(s); and receive payment for their service. It was 
anticipated that the buddy would accompany the service user to appointments, 
provide support and advice, and signpost the service user to other agencies where 
needed. Again, similar to the mobile van proposal, this initiative was a long-term 
aspiration with the concept captured on a short video. The video can be accessed 
from the link https://youtu.be/LmDwnTZEexs      
 
)URPDµYLVXDOFRPPXQLFDWLRQ¶SHUVSHFWLYHSRVWHUVDQGSRVWFDUGVKDYHEHHQ
devised from the scare stories identified by the workshop participants about HCV 
15 
 
including myths about treatment. These posters were developed alongside the 
workshop activity, with an iterative approach to gathering the questions, getting 
responses from the key health professionals and then translating those responses 
back into lay language. The posters and postcards comprise of a concise statement 
frequently made about HCV and ask whether it is true or false. On the reverse side 
the correct response is given with a brief explanation to support the answer. The 
posters can be accessed from the link with copies available for other areas to add 
their own logo and contact information:  
https://drive.google.com/file/d/0B7Zq0J4mkDqeRVd4aHVoanJqdG8/view  
 
In summary, the workshops enabled the production of four proposed interventions to 
improve access with the HCV clinic. The testing of the offer of an incentive (voucher) 
and enabler (taxi) showed an improvement in attendance particularly by using the 
former, and warrants further research. A video illustrating the use of a mobile clinic 
van has been well received with interest from other services and commissioners. A 
pilot using a van to deliver the service is being planned. Similarly, a video illustrating 
the use of peers was produced and a peer co-ordinator has now been employed to 
build a team of peers. Fourthly, postcards and posters dispelling the myths of HCV 
and treatment were produced and have been displayed in services locally with 
requests for their use made by other services across the country.        
 
Discussion 
This project shows that it is possible to engage a group of service users to 
participate in a project who are typically hard to access. For example, trying to recruit 
and gain the experiences of service users who do not attend clinic appointments to 
be offered curative treatment, let alone participate in a service improvement project. 
Their participation was achieved in a number of ways. Service users were 
reimbursed for their time and their travel expenses paid. It could be argued that this 
conveys to service users that their time and participation is important and is on a par 
with stakeholders who are salaried. The workshops were hosted in a neutral venue 
and away from clinical and support services. The way the workshops were run and 
using independent facilitators with no hidden agendas appeared to be successful. 
For example, each workshop started with a warm up activity which was non-
threatening and designed to help people think creatively. Also, the use of personas 
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and other creative methods enabled people to share their experiences within small 
groups, rather than individuals simply being asked to disclose personal information in 
a larger group.       
 
The workshops produced a number of interventions rather than one single 
intervention. This was in response to the complex and nuanced problem of 
overcoming DNA in HCV outreach services. Each of the four proposals to emerge 
from the project will be briefly considered in the light of existing literature and policy. 
 
The initial feasibility and acceptability testing of giving a voucher (incentive) and taxi 
(enabler) to improve clinic attendance showed some encouraging results. The 
National Institute for Health and Care Excellence (NICE) supports the use of 
incentives, termed contingency management (CM), for people with substance 
misuse problems where there is some evidence of their effectiveness(NICE, 2007). 
Also, the use of financial incentives in the form of shopping vouchers has been 
shown to increase low breastfeeding rates (<40%) in Derbyshire and Yorkshire 
(Relton et al., 2018). In the UK there does not appear to be any published research 
about the use of incentives and enablers to improve engagement with HCV clinics. 
However, some UK research and service improvement work has and is being 
undertaken using incentives in the form of vouchers (monetary, supermarket) and 
protein drinks to increase HCV testing and treatment uptake in pharmacies, needle 
exchange and drug services(Elsharkawy et al., 2013; Verma and Leeman, 2018). 
Meanwhile in a single centre randomised control trial (RCT) study in the USA with 59 
HCV patients randomised to either fixed or lottery based financial incentives to 
reinforce clinic attendance and medication adherence, all 31 (100%) assigned to the 
lottery arm and 24 out of 28 (86%) assigned to the fixed-incentive arm completed a 
twelve week course of treatment (Wohl et al., 2017). Overall 92% of scheduled visits 
were attended. Thus, there appears to be evidence that supports the need for a 
study investigating the offer of a voucher and taxi to improve attendance at hospital 
HCV clinics. Such a study would need to include some form of economic analysis to 
assess the potential cost implications of using incentives and enablers.     
 
The suggestion of a mobile clinic van to improve access to HCV services and 
increase uptake of treatment appears to be an innovative idea in this field with HCV 
17 
 
services previously running outreach clinics in drug misuse clinics, general 
practitioner (GP) surgeries (providing clinics for the homeless) or health centres and 
prisons instead. These outreach clinics in drug services and GP practices have been 
shown to improve attendance rates from 50% (in hospital) to 70-75% (in outreach 
clinics) (Budd, 2018; Elsharkawy et al., 2013). However, it could be argued that a 
mobile clinic van offers the flexibility of delivering a clinic in locations not well served 
by mainstream services, and is an alternative for people unable to get to and/or who 
dislike attending their GP or drug service. For example, an HCV bus with a mobile 
clinic room has recently started to visit homeless hostels to improve access to care 
and treatment to a population previously unserved (Agarwal, 2018). Further, some 
GP practices or other similar settings may be unable to host an outreach clinic due to 
a shortage of accommodation, addressed by the van. Mobile vans have been 
employed to deliver other nurse-led services, for example blood borne virus testing 
and health screening such as for tuberculosis (University College London NHS 
Foundation Trust, 2018). This way of delivering services supports the proposal of 
nurses also delivering HCV treatment (and not just screening) in a van which offers a 
one stop shop for people who find it hard to access mainstream services.  
 
The stakeholders and service users suggested a peer support scheme would 
improve access to HCV clinics and increase uptake of treatment. This type of 
intervention has been used in other fields notably substance misuse, mental health 
and HIV (MIND, 2018; Tracy and Wallace, 2016). Similarly, the more established 
roles of care navigators and health trainers have been employed within the NHS to 
work with people who are deemed to have complex care needs in the fields of 
mental health and older people (Simms, 2016; Leveaux et al., 2012). These roles 
were developed to help people stay well and to avoid repeated admissions to 
hospital, and entail: providing health advice; signposting people to other services; 
care management and co-ordination of input from multiple agencies. It is anticipated 
that an HCV peer supporter could use their experience and knowledge of HCV 
infection and treatment to facilitate a person to engage with a clinic. A peer would 
meet with the person (with their consent) offer advice, support and accompany them 
to the clinic.   
 
18 
 
Finally, it was suggested that the myth busting posters might help people with HCV 
to engage with clinics. Many people with HCV may rely on information about the 
infection and its treatment from their drug using acquaintances and can be 
misinformed. Also, the field of HCV infection and particularly its treatment has 
advanced considerably over the years. New direct acting, antiviral tablets are given 
over several weeks with few side effects and high cure rates (NICE, 2015, 2018). It 
is important that new and correct information is made available to people with HCV 
infection. Whilst the posters have been made available as widely as possible it is 
recognised that some people who are not in contact with services will not see them 
and will need to be provided with information through other means such as outreach 
workers.  
 
The project provides further evidence and a response to two points from the 
literature; firstly, that coproduction is hard to do, and secondly that nurses should be 
DWWKHIRUHIURQWRIIDFLOLWDWLQJWKHLQYROYHPHQWRILQGLYLGXDOVDQGWKHLUFDUHUV¶LQFR-
designing and providing care services.  Using a creative co-productive approach 
allowed genuine and authentic involvement of stakeholders in redesigning services. 
Secondly, using the described approach helped to overcome the challenges 
identified in doing coproduction namely; power differences (Greenhalgh et al., 2016; 
Kothari and Wathen, 2017), time (Kothari and Wathen, 2017; Rycroft-Malone et al., 
2016), trust (Greenhalgh et al., 2016) and language(Cooke et al., 2016a) . 
 
Conclusion 
8VLQJFRSURGXFWLRQDQGFUHDWLYHPHWKRGVDOORZHGWKRVHZKRXVXDOO\GRQ¶WKDYHD
voice in the design of services to contribute, thus developing contextually sensitive 
solutions that are more likely to work for hard to access groups and those services 
trying to access them.  Sometimes the most obvious solutions from the health care 
professional perspective (outreach clinic) is not the best solution for the service 
users and their broader context, as SDUWLFLSDQWVGLGQ¶WZDQWWRLGHQWLI\ZLWKWUHDWPHQW
for substance abuse.  Visual methods and a solution-based approach deliver outputs 
that commissioners and other health service find easier and more compelling to work 
with than traditional report based outputs of projects, and there is a sense of 
legitimacy from the coproduction methods.  Coproduction methods attend to a 
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solution-based approach allowing SHRSOH¶V involvement to be recognised and 
validated by the project outputs. 
 
Key Points 
This project and its outcomes offer some implications for nursing practice, which 
include: 
x A candidate method for nurses to transform high quality evidence, which 
highlights a clinical problem, into solutions ZKLFKDUHJURXQGHGLQSDWLHQW¶V
experience and context.  
x Generate further research questions which grounded in a desire to improve 
service delivery and benefit patients. 
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